If you have to travel fast: Travel alone;
Introduction
Cataract is still the leading cause of avoidable blindness worldwide and what is the most safe, effective and economical technique for its amelioration is still a matter of debate. (1, 2) Manual small incision cataract surgery (SICS) has become an established cataract surgery technician over the past decade as an alternative to phaco emulsification (Phaco), the technique of choice in the developed world and tertiary centers of developing countries. [3] [4] [5] [6] [7] [8] Numerous randomized controlled clinical trials (RCTs) have proved both the techniques to be safe and effective to rehabilitate the vision of the cataract patient. [9] [10] [11] [12] [13] [14] Both have advantages of being sutureless, having a smaller incision and giving quicker visual rehabilitation. The Phaco technique has a much smaller incision (3.2mm) but is dependent on the machine. A metaanalysis published last year had presented comparable results with both techniques with phaco giving better unaided visual acuity. (15) However its results were drawn from the six randomized control trials (RCTs) which were selected using the Jadad composite scale. [16] While the study time taken for surgery and the cost for surgery. This was because surgeon time was a factor of cost in high volume African settings where surgeons are scarce. We also compared the two techniques with respect to their learning curves as new surgeons would need to be trained for combating and eliminating the cataract backlog.
Statistical analyses were performed using STATA (version 10; StataCorp, College Station, Texas). Randomized control trials or parallel arms (one with PE and one MSICS) design studies were included in the meta analysis. Primary outcomes were presented either as binary or continuous variables. For Binary variables, a pooled Odds ratio (OR) with 95% confidence interval (CI) was calculated. . For the continuous outcomes, the standardized mean difference (SMD) with 95% CI was calculated. Statistical heterogeneity was tested using the chi-square and I2 statistic. Fixed-effects models were used unless significant evidence of statistical heterogeneity or clinical diversity was found. However, for results showing higher heterogeneity (I2 > -effects meta-analysis was performed using DerSimonian-Laird method. (18) A P-value <0.05 was considered significant.
For missing data that could not be obtained from the published reports or author communication, an attempt was made to calculate or estimate values (e.g. standard deviations, mean age of combined groups, mean treatment effects) using the formulas supplied in the Cochrane handbook.
(19) Studies were excluded from the meta-analysis portion of the review when values for missing data could not be obtained or estimated.
Results

:
The literature search revealed 84 studies which fulfilled the inclusion criteria. One each involved comparison of phaco and SICS with conventional extra capsular cataract surgery (ECCE). 38 had been published in pub med indexed journals, 30 in other indexed journals, 2 in local journals while one was published in the proceedings of the All India Ophthalmology Society's Annual Conference. (20) 11 studies involved direct comparison between phaco and SICS, of which 6 were RCTs. Of these six were randomized control trials, [9] [10] [11] [12] [13] [14] and three others were direct comparison, one with near vision data, the second comparing subluxated cataracts while the third compared immature cataract surgery by both techniques in Nepal. (20) (21) (22) A study by Khanna et.al. compared the safety and efficacy of both techniques during their learning curves in a large residency and fellowship training program. (23) It had a large sample size and variety of complications and dominated the forest plots comparing intra and postoperative complications. It was thus not included in the meta-analysis but discussed in parallel, especially in view of safety and complications. Another study by Haripriya et al dealt with
comparison between SICS and phaco in a high volume setting. [24] 1. Comparison of best corrected visual acuity > 6/18 Three publications reported the proportion of patients having best-corrected visual acuity >6/9 vs. BCVA of <6/9 at around 6 weeks + 2 weeks follow-up after the surgery.
Heterogeneity among study results was detected to be (I 2 = 23.4%). A random effect modeling was used. Analysis of these data revealed that the difference in the proportion of participants having unaided vision < 6/18 after surgery between the PE and MSICS groups was not statistically significant (OR,1.24; 95% CI,0.7-2.2; P = 0.460; vs. unaided visual acuity of <6/9 at around 6 weeks + 2 weeks follow-up after the surgery.
Heterogeneity among study results was detected to be (I 2 = 28.1%). A random effect modeling was used. Analysis of these data revealed that the difference in the proportion of participants having unaided vision >6/9 after surgery between the PE and MSICS groups was not statistically Comparison of astigmatism by both techniques Seven studies involving 1303 eyes compared surgically induced astigmatism after surgery using PE and MSICS. Analysis of these data showed that PE group was significantly better than MSICS group (SMD=-0.614, 95% CI --1.05, -0.18, p=0.005). The smaller incision size in PE led to significantly lesser astigmatism than SICS. 
Comparison of complications by both techniques
Eight publications with data on intra-operative and post-operative complication on 20,468 eyes, reported the proportion of patients having OCTET complication scores for intra-operative and post-operative complications, including surgeries by residents and trainees. Heterogeneity among study results was detected to be (I 2 = 0.0%). A random effect modeling was used. Analysis of these data revealed that the difference in the proportion of participants having complications between the PE and MSICS groups was not statistically significant (OR, 1.17; 95% CI, 1.00 to 1.38; P = 0.516 / 0.054). SICS was safer with lesser complications as far as beginner surgeons were concerned.
As Khanna et. Al. was a manuscript comparing the results while learning of both techniques, while Haripriya A et.al was on high volume surgery we analyzed the intra and post-operative complications separately, with and without these to manuscripts. 
Comparison of intra-operative complications by both techniques
Six publications with data on intra-operative and post-operative complication on 609 eyes, reported the proportion of patients having OCTET complication scores for intra-operative and post-operative complications at around 6 weeks follow-up after the surgery. Heterogeneity among study results was detected to be (I 2 = 0.0%). A random effect modeling was used.
Analysis of these data revealed that the difference in the proportion of participants having complications between the PE and MSICS groups was not statistically significant (OR, 1.06; 95% CI, 0.74 to 1.52; P = 0.509 / 0.739; Fig. 7 ). shown no difference, even though sodium hyaluronate and foldable lenses were used for PE and methyl cellulose and PMMA lenses were used for SICS. While comparing complications using OCTET scores there was no difference in safety. SICS was also safer during its learning phase in residents and trainees across two large, reputed training programs in India. (23, 24) But some complications like nucleus drop was observed in
Phaco while iridodialysis was seen in SICS. Endothelial cell count decrease was comparable; in fact it was slightly more in phaco even with use of high density viscoelastic devices. The two large studies from India showed SICS to be safer for residents in their training programs. Use of SICS had also improved the visual outcomes in a large community eye care centre. [28] But a cursory look at the cost comparison between the two techniques shows that SICS is almost half the cost of phaco with easier learning curves.
The meta analysis again underlines the similarity of results between Phaco and SICS -even after considering white, black, hard and sub-luxated cataracts and not just randomized clinical trials as was done in the study from China. Some randomized trials give better unaided vision in the Phaco arm of the study [9] , but the meta analysis demonstrates that this difference was not significant.
The comparable results of unaided and aided visual acuity, intra and post-operative complications, endothelial cell loss make SICS a comparable technique to phacoemulsification.
After considering the surgeon time saved, the easier and safer learning curves and the cost of the procedure, SICS is the most suitable surgery to tackle to backlog of cataract blindness in Africa.
The lesser time and equipment needed for SICS meant the surgeon would be more productive 
